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Aim: The purpose of this study was to estimate the prevalence of adverse childhood
experiences (ACEs) among Norwegian adults from a general population and to identify
potential associations with demographic and socioeconomic characteristics.
Methods: A randomly drawn sample (N= 61,611) from the public registry of inhabitants
was invited to participate in the Norwegian Counties Public Health Survey. The present
study was based on online responses from 28,047 adults ≥18 years (mean age: 46.9
years, SD = 16.03). Log-link binomial regression analyses were performed to examine
associations between four measures of ACEs (family conflict, lack of adult support, bad
memories, and difficult childhood) and demographic (age, gender, civil status, parental
divorce) and socioeconomic characteristics (education level, perceived financial situation,
and welfare benefits).
Results: Single individuals and those with parents that divorced during childhood were
at elevated risk of all four ACEs. The risk varied to some degree between the sexes. The
prevalence of ACEs declined with increasing age. We found a consistent social gradient
that corresponded to the frequency of ACEs for all three socioeconomic characteristics
investigated. The risks were highest for those in the lowest socioeconomic levels (RR:
1.53, 95% CI: 1.32–1.78 to RR: 4.95, CI: 4.27–5.74).
Conclusions: Public health strategies should direct more attention to the interplay
between ACEs and socioeconomic factors. Welfare services should be sensitive to ACEs
among their service recipients.
Keywords: adverse childhood experiences, family conflict, adult survivors of child adverse events, child abuse,
socioeconomic factors
INTRODUCTION
Adverse childhood experiences (ACEs) are stressful and potentially traumatic events experienced
by children before the age of 18 years. ACEs are relatively common (1, 2): a recent systematic review
and meta-analysis found pooled prevalence of 23.5% Europeans that reported at least one ACE and
18.7% that reported two or more ACEs (3). The term “ACE” originated in the Adverse Childhood
Experiences study, conducted in 1998. They grouped ACEs into three domains: abuse, neglect,
and household dysfunction (4). Numerous studies have explored the consequences of ACEs,
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although, the concept has been defined differently among
different studies (5). Typically, studies map the occurrence,
number, and frequency of various types of adverse experiences
(3). Other studies focused on the relevance of how participants
rated the impact of their experiences (6). However, irrespective
of how ACEs have been defined, the association between ACEs
and reduced adult health and well-being has been confirmed
repeatedly (4–8). Although, a large body of research has
documented the connection between early adversities and adult
health problems, fewer studies have explored factors that could
influence and interact with this connection. One example is
the complex relationship between ACEs and socioeconomic
factors. ACEs appear to be highly socially patterned and
individuals with low socioeconomic statuses report more ACEs
(9). However, due to their occurrence early in life, it is likely
that ACEs also impact socioeconomic outcomes in adulthood,
such as educational attainment, employment, and income (10,
11). Although, Norway is considered an affluent country, we
nevertheless display a social gradient in health and life expectancy
(12, 13). The number of children living in low income families
(below the poverty threshold) in Norway has tripled over the
last two decades, and more people receive disability benefits
here compared to other countries that are members of the
Organization for Economic Co-operation and Development
(14). In addition, Norway has regional differences in education,
disability, and health-related measures. The current study was
situated in a region characterized by low employment rates, a
high distribution of work assessment allowance (unemployment
benefit), and a large proportion of people that receive disability
benefits. Moreover, among young adults (15–29 years) in this
area, the frequency of seeking help for mental health problems
was higher than the national average (14). Few studies have
investigated the prevalence of ACEs and their association with
socioeconomic and demographic factors in a Nordic context and
in a general population of adults. However, this information
is important to improve our understanding of the inequalities
and determinants of health inWestern societies. Epidemiological
studies that identify high-risk groups are essential in developing
policy and service-delivery systems directed toward reducing the
negative consequences of ACEs (15).
The purpose of this study was to estimate the prevalence of
adverse childhood experiences (ACEs) among Norwegian adults
from a general population and to identify potential associations
with demographic and socioeconomic characteristics.
METHODS
Study Design and Setting
A total of 61,611 inhabitants that resided in Agder county
(Southern Norway), aged 18 or older, were invited to participate
in an online questionnaire (Norwegian Counties Public Health
Survey). The questions were related to health, well-being,
childhood, living conditions, local environments, accidents,
and injuries. All data were collected electronically through a
web-based platform. Participants were selected randomly from
the Norwegian Population Registry of inhabitants in Southern
Norway; e-mails or telephone numbers were obtained from




ACEs were assessed with these four questionnaire items:
1. Did you experience a lot of arguing, turmoil, conflicts, or
difficult communication in your childhood home?
2. Growing up, did you have a trusted adult from whom you could
get support?
3. Do you struggle with bad memories from your childhood, due to
loss, betrayal, neglect, violence, ill-treatment, or abuse?
4. When you think about your childhood/upbringing, how would
you describe it?
Response options for items 1–3 were: “not at all,” “to a very small
degree,” “to a small degree,” “to a large degree,” and “to a very
large degree.” The last three categories in item 1 were coded as
a “dysfunctional family environment”; the first two categories in
item 2 were coded as a “lack of trusted adult during childhood”;
and the last three categories in item 3 were coded as a “struggle
with bad memories.” Item 4 included the following response
categories “very good,” “good,” “moderate,” “difficult,” and “very
difficult.” The last two categories were coded as “perceived
childhood as difficult.” Finally, one item assessed the participant’s
experience with parental divorce, with the response options “no,”
“yes, before I was 7 years old,” and “yes, when I was between 7
and 18 years old.”
These four ACE items were originally developed for a large
Norwegian public health study (the HUNT study). Items 1–3
first appeared in the fourth wave of the study (HUNT4), and
item 4 was included in both the third and fourth waves (HUNT3
and HUNT4). Before that, the ACE items were included in a
pilot-testing of the HUNT4 questionnaire in the municipality
of Selbu, where, 31 participants provided written comments to
the questions. In addition, six participants were interviewed in
detail by telephone. Of particular interest, the pilot study tested
the comprehensibility of the questions and whether participants
found them uncomfortable or invasive. No negative comments
regarding the ACE items were received.
In a previous study, items 1, 3, and 4 were validated
together in a short, Difficult Childhood questionnaire (DCQ).
The discriminant and convergent validities of the tool were
confirmed (16) in the same population that we analyzed in the
current study.
Demographic Factors
Participant age and sex were obtained from the National
Population Registry. Age was divided into 6 age groups (18–29,
30–39, 40–49, 50–59, 60–69, and 70+ years). All participants
were also asked about their relationship status (coded as “single”
vs. “married/partner” (including “girlfriend/boyfriend”).
Socioeconomic Variables
Three variables measured different aspects of socioeconomic
status (SES). The educational level was collected by asking
participants about the highest level of education completed.
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The response categories were: “Low secondary/secondary
modern/folk high school up to 10 years,” “Vocational
training/middle school/upper secondary/junior college-
minimum 3 years,” “University college/university <4 years,” and
“University college/university 4 years or more.” In the current
study, these categories were renamed “low,” “medium,” “high,”
and “highest” educational level, respectively. Economic capability
was assessed with the following question: “How easy or difficult
is it for you to make ends meet with your current income?”
Response options ranged from 1 (very difficult) to 6 (very easy).
For the purposes of the current study, these responses were
revised to include three categories: “poor,” “medium,” “good.”
Participants were also asked whether their employment status
included receiving disability pension/work assessment allowance
or social assistance benefits. These categories were collapsed
into two: “receiving welfare benefits” or “not receiving welfare
benefits.” As this last variable allowed the participants to tick
off several answers, missing is not possible to estimate for this
particular variable.
Ethics
This study was approved by the Norwegian Data Inspectorate
and the Regional Committee for Medical and Health Research
Ethics of South-East Norway (file number 162353/REK South-
East-C), whose directives are based on the Helsinki Declaration.
Written electronic consent was provided by all subjects included
in the study. All data were stored and processed in compliance
with The General Data Protection Regulation.
Statistical Analysis
All analyses were performed with IBM SPSS version 26 (SPSS
Inc., Chicago, IL USA) for Windows. The overall distribution
of ACEs, relative to demographic and socioeconomic factors
were performed in cross-tables. Log-link binomial regression
analyses were performed to examine associations between ACEs
and demographic and socioeconomic factors. Rather than the
more commonly used logistic regression model to obtain an odds
ratio (OR), we used log-link binomial regressions, to obtain risk
ratios (RR), and 95% confidence intervals (95% CIs). All analyses
FIGURE 1 | The prevalence of ACEs among Norwegian adults from a general population, grouped by participant sex. Data retrieved from the Norwegian Counties
Public Health Survey conducted in Agder, 2019.
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TABLE 1 | Demographic and socioeconomic characteristics of adults with adverse childhood experiences; data from a Norwegian Counties Public Health Survey














Male 1,725 (13.2) 2,802 (21.5) 873 (6.7) 841 (6.4)
Female 3,008 (20.2) 3,290 (22.1) 1,696 (11.4) 1,505 (10.1)
Age group
18–29 years 1,077 (20.7) 997 (19.1) 641 (12.3) 526 (10.1)
30–39 years 970 (21.6) 1,040 (23.2) 548 (12.2) 514 (11.4)
40–49 years 1,062 (19.2) 1,261 (22.8) 534 (9.6) 526 (9.5)
50–59 years 944 (16.9) 1,308 (23.5) 494 (8.8) 474 (8.5)
60–69 years 505 (10.7 1,000 (21.2) 256 (5.4) 225 (4.8)
70 years + 175 (7.3) 486 (20.2) 96 (4.0) 81 (3.3)
Parents divorced during childhood
Yes, age <7 years 1,038 (44.0) 889 (37.7) 623 (26.4) 599 (25.3)
Yes, age 7–18 years 1,201 (43.4) 990 (35.8) 559 (20.2) 562 (20.3)
No 2,476 (10.9) 4,191 (18.4) 1,381 (6.1) 1,175 (5.2)
Marital status
Single 1,291 (21.3) 1,626 (26.8) 807 (13.3) 760 (12.5)
Married/partner 3,432 (15.7) 4,451 (20.4) 1,757 (8.0) 1,582 (7.2)
Educational level
Low 696 (20.9) 1,001 (30.3) 468 (14.1) 454 (13.6)
Medium 1,847 (16.7) 2,528 (22.9) 1,088 (9.8) 985 (8.9)
High 1,067 (16.4) 1,317 (20.3) 524 (8.1) 464 (7.1)
Highest 1,105 (15.8) 1,221 (17.5) 476 (6.8) 433 (6.2)
Financial difficulties
Poor 768 (32.6) 923 (39.1) 610 (25.8) 548 (23.2)
Medium 812 (25.6) 962 (30.3) 493 (15.5) 432 (13.6)
No difficulty 2,978 (14.1) 3,923 (18.6) 1,360 (6.4) 1,267 (6.0)
Welfare Benefits
Yes 1,006 (31.4) 1,180 (37.0) 819 (25.6) 702 (21.9)
were conducted separately for males and females. We also tested
for interactions between sex and the other demographic and
socioeconomic factors by entering the product of these variables
in separate blocks. Missing data were handled with a listwise
deletion method.
RESULTS
Of the 61,611 individuals invited, 28,047 completed the
questionnaire, which yielded a response rate of 45.5%. The
sample had a mean age of 46.9 years (SD = 16.03) and consisted
of 13,122 (46.8%) males and 14,925 females (53.2%).
Figure 1 shows the prevalence of the different ACEs. More
females (20.2%) than males (13.2%) reported frequent family
conflicts. In contrast, the sexes were less different in the
support perceived; approximately 10% reported a lack of support
(small to very small degrees of support). Struggling with bad
memories from childhood was reported by 11.4% of females and
6.7% of males. Similarly, 10.1% of females and 6.4% of males
characterized their childhood as difficult or very difficult.
A comparison between the different age groups showed a
declining trend, where older age groups reported less ACEs than
younger age groups (data not shown). For all the ACE-related
variables, females reported higher frequencies than males.
Table 1 shows the percentages of individuals that reported
the four ACEs among different demographic and socioeconomic
groups. Within the socioeconomic groups, the highest
proportions of participants that reported ACEs were in the
lower socioeconomic groups (low education levels, poor
economic capability, and recipients of welfare benefits) and came
from a background with parental divorce. Figure 2 visualize the
social gradient in the prevalence of ACE by education.
As detailed in Table 2, participants that reported that their
parents had divorced during childhood had an elevated overall
risk for all four ACEs, with RRs ranging from 1.85 to 5.62.
We found that this association significantly interacted with
sex; indeed, males generally showed stronger associations than
females between having divorced parents and experiencing three
of the four ACE outcomes: a dysfunctional family environment,
struggling with bad memories, and perceiving childhood as
difficult. The risk of ACEs declined with age; it was lowest among
the oldest participants. We also found that single individuals
(without partner) showed elevated risks for all four ACEs,
compared to individuals with a partner (RRs ranged from 1.26
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FIGURE 2 | The prevalence of ACEs among Norwegian adults from a general population, grouped by education. Data retrieved from the Norwegian Counties Public
Health Survey conducted in Agder, 2019.
to 1.92). We also found that males generally had stronger
associations than females between a single marital status and a
dysfunctional family environment and perceiving childhood as
difficult (Table 2).
The risk of ACEs was highest in disadvantaged subgroups (i.e.,
those with a low education level, poor economic capability, or
recipients of welfare benefits), with RRs ranging from 1.28 (95%
CI: 1.16–1.43) to 4.95 (95% CI: 4.27–5.74). Among participants
with poor economic capability and participants that received
welfare benefits, males were at significantly higher risk than
females of struggling with bad memories. Similarly, among
participants with low education and those that received welfare
benefits, males were at significantly higher risk than females of
perceiving childhood as difficult (Table 2).
DISCUSSION
Overall, our results showed that that the prevalence of ACEs
(family conflict, lack of adult support, struggling with bad
memories, and difficult childhood) in a large Norwegian adult
sample drawn from the general population varied across
demographic variables (i.e., age, gender, marital status, and a
background of divorced parents). We also showed that exposure
to childhood adversities was associated with low socioeconomic
status in adulthood, including variables like low education levels,
perceived financial difficulties, and receiving welfare benefits.
In our sample, the proportions of males and females that
reported ACEs varied with age, where few of the oldest
participants reported ACEs. Although, this result was consistent
with results from previous studies (17), it may be somewhat
surprising, because one might have expected that childhood
conditions would have been worse among the oldest individuals.
There are several possible explanations for this age-related
decline in ACEs. First, the questions were retrospective, and
therefore, they were susceptible to recall bias (18); this bias might
have been more pronounced among the oldest participants.
Second, studies have shown that ACEs were strongly related
to multimorbidity (18) and premature mortality (17). This
association may have introduced a selection bias, where the
oldest individuals with high levels of ACEs might have
been underrepresented. Furthermore, there may be differences
between age cohorts in their understanding of what qualifies as
a difficult childhood and their expectations of how childhood
should be. Although, these are plausible explanations for our
findings, another Norwegian study (18) evaluated one of our
ACE items (a difficult childhood) and did not find any significant
differences between age groups in the levels of self-reported
childhood difficulties.
Single participants had a modestly increased risk of ACEs
compared to those with a partner. Childhood adversities, such
as family conflicts, might influence relationship aspects. For
example, a study by Roth et al. (19) found that general








































TABLE 2 | Risk of adverse childhood experiences and demographic and socioeconomic characteristics, among Norwegian adults from a general population; data from Norwegian Counties Public Health Survey
conducted in Agder 2019 (N = 28,047).
Characteristic Dysfunctional family environment Lack of trusted adult during childhood Struggle with bad memories Perceives childhood as difficult
Males Females Males Females Males Females Males Females
RR 95% CI RR 95% CI RR 95% CI RR 95% CI RR 95% CI RR 95% CI RR 95% CI RR 95% CI
Age group Sex int. Wald (df) = 0.982(5), p = 0.964 Sex int. Wald (df) = 8.331(5), p = 0.139 Sex int. Wald (df) = 6.676(5), p = 0.246 Sex int. Wald (df) = 7.014(5), p = 0.220
18–29 years 1.00 – 1.00 – 1.00 – 1.00 – 1.00 – 1.00 – 1.00 – 1.00 –
30–39 years 1.04 0.907–1.19 1.06 0.967–1.16 1.18 1.05–1.34 1.23 1.11–1.36 1.14 0.944–1.38 0.942 0.828–1.07 1.24 1.01–1.51 1.09 0.950–1.26
40–49 years 0.918 0.804–0.1.08 0.963 0.879–1.05 1.15 1.02–1.29 1.23 1.18–1.36 0.791 0.648–0.964 0.814 0.716–0.926 0.877 0.716–1.07 1.01 0.879–1.16
50–59 years 0.824 0.72–0.943 0.849 0.77–93 1.23 1.10–1.38 1.22 1.11–1.34 0.783 0.643–0.953 0.725 0.633–0.829 0.848 0.693–1.03 0.873 0.754–1.01
60–69 years 0.527 0.449–0.618 0.547 0.483–0.620 1.17 1.04–1.32 1.04 0.939–1.16 0.473 0.374–0.598 0.462 0.388–0.550 0.468 0.365–0.599 0.509 0.421–0.617
70 years + 0.346 0.274–0.437 0.399 0.326–0.488 1.11 0.973–1.27 0.999 0.865–1.15 0.302 0.214–0.427 0.395 0.304–0.513 0.295 0.204–0.426 0.410 0.306–0.550
Parents divorced
during childhood
Sex int. Wald (df) = 39.833(2), p = 0.000 Sex int. Wald (df) = 1.042(2), p = 0.594 Sex int. Wald (df) = 6.255(2), p = 0.044 Sex int. Wald (df) = 6.390(2), p = 0.041
Yes, age <7 years 4.77 4.14–5.05 3.58 3.34–3.83 1.85 1.63–2.09 2.01 1.81–2.23 3.49 2.97–4.11 3.11 2.80–3.47 4.10 3.49–4.82 3.71 3.24–4.24
Yes, age 7–18 years 5.05 4.58–5.76 3.45 3.21–3.72 2.04 1.79–2.31 2.04 1.83–2.29 4.94 4.26–5.72 3.94 3.55–4.36 5.62 4.84–6.51 4.42 3.96–4.94
No 1.00 – 1.00 – 1.00 – 1.00 – 1.00 – 1.00 – 1.00 – 1.00 –
Marital status Sex int. Wald (df) = 4.77(1), p = 0.029 Sex int. Wald (df) = 0.04(1), p = 0.307 Sex int. Wald (df) = 0.007(1), p = 0.931 Sex int. Wald (df) = 4.01(1), p = 0.045
Single 1.47 1.31–1.65 1.25 1.14–1.37 1.26 1.14–1.39 1.35 1.24–1.47 1.83 1.58–2.13 1.51 1.35–1.69 1.92 1.65–2.23 1.58 1.41–1.77
Married/partner 1.00 – 1.00 – 1.00 – 1.00 – 1.00 – 1.00 – 1.00 – 1.00 –
Educational level Sex int. Wald (df) = 5.741(3), p = 0.125 Sex int. Wald (df) = 0.689(3), p = 0.876 Sex int. Wald (df) = 39.833(3), p = 0.225 Sex int. Wald (df) = 7.406(3), p = 0.006
Low 1.53 0.1.32–1.78 1.28 1.16–1.43 1.68 1.51–1.88 1.71 1.60–1.95 2.39 1.93–2.96 2.02 1.75–2.35 2.42 1.96–3.00 2.18 1.86–2.54
Medium 1.21 1.07–1.37 1.03 0.956–1.127 1.29 1.18–1.42 1.32 1.21–1.43 1.46 1.21–1.77 1.54 1.36–1.74 1.40 1.16–1.70 1.54 1.35–1.76
High 1.11 966–1.28 1.02 0.939–1.128 1.12 1.01–1.25 1.18 1.08–1.30 1.18 0.949–1.47 1.21 1.05–1.39 0.995 0.79–1.25 1.26 1.08–1.46
Highest 1.00 – 1.00 – 1.00 – 1.00 – 1.00 – 1.00 – 1.00 – 1.00 –
Economic
capabilities
Sex int. Wald (df) = 2.146(2), p = 0.342 Sex int. Wald (df) = 0.590(2), p = 0.745 Sex int. Wald (df) = 4.36(2), p = 0.000 Sex int. Wald (df) = 4.179(2), p = 0.124
Poor 2.40 2.13–2.70 2.18 2.01–2.37 2.07 1.89–2.25 2.12 1.96–2.29 4.95 4.27–5.74 3.46 3.11–3.84 4.29 3.68–5.01 3.53 3.15–3.94
Medium 1.87 1.66–2.10 1.74 1.60–1.89 1.58 1.44–1.73 1.66 1.53–1.79 2.70 2.28–3.20 2.21 1.97–2.48 2.29 1.92–2.74 2.19 1.93–2.
Good 1.00 – 1.00 – 1.00 – 1.00 – 1.00 – 1.00 – 1.00 – 1.00 –
Welfare benefits Sex int. Wald (df) = 5.144(1), p = 0.023 Sex int. Wald (df) = 0.234(1), p = 0.622 Sex int. Wald (df) = 6.297(1), p = 0.012 Sex int. Wald (df) = 4.244(1), p = 0.039
Yes 2.45 1.90–2.54 1.90 1.72–2.09 1.91 1.69–2.15 1.84 1.67–2.01 4.08 3.47–4.78 3.18 2.84–3.55 3.65 3.09–4.31 2.95 2.62–3.32
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confidence in sustainable romantic relationships was lower
among individuals that were exposed to overt parental conflict
during childhood.
Not surprisingly, individuals that experienced a parental
divorce during childhood had a higher risk of ACEs than those
with parents that did not divorce. Furthermore, adults that
experienced a parental divorce during childhood were more
prone to struggling with bad memories from their childhood
due to loss, betrayal, neglect, violence, ill treatment, or abuse.
This finding was consistent with other studies that revealed long-
term associations between parental divorce and a wide range of
different mental health problems (20).
Overall, our findings with socioeconomic measures revealed
a strong, consistent social gradient that corresponded to the
risks of all four ACEs. Among participants that reported
financial difficulties, the risk of also struggling with bad
memories from childhood was particularly increased among
males, but the overall association was strong for both sexes.
Similarly, participants with financial difficulties were at high
risk of characterizing their childhood as difficult, although, this
association was strongest among males. Among participants
that received welfare benefits, the pattern was similar, with
a pronounced increase in the risk of ACEs. The relationship
between education level and ACEs also revealed a gradient;
indeed, compared to participants with a high education level,
participants with medium and low education levels were at
increased risks of all ACEs. These associations were strongest
among males with a low education level that characterized
their childhood as difficult. The social gradient may have a
multifactorial origin, although, it was not possible to investigate
this hypothesis in the current study. Other studies have revealed
that the prevalence of ACEs was highly socially patterned in
childhood, which suggested that a low SES in childhood could be
a determinant for ACEs (21). Therefore, a low SES in adulthood
might represent a continuance of a low family SES during
childhood. However, a previous prospective study (22) found that
ACEs were associated with low educational attainment, even after
adjusting for family socioeconomic factors.
Strengths and Limitations
A major strength of this study was the large sample drawn
randomly from a general population, including participants that
spanned a large age range. Many previous ACE-related studies
focused on mapping the types and frequencies of ACEs. In
contrast, the present study invited participants to report self-
perceptions of the consequences and severity of ACEs, whichmay
be more relevant in assessing experiences that cause detrimental
effects on adult perceptions of quality of life (6, 16).
Although, the study is performed within a Norwegian context,
we expect findings to be generalizable to other countries as
well. Studies performed in other countries have also revealed a
social gradient related to ACEs (9, 11). Moreover, as Norway
has a well-functioning welfare system compared to many other
countries, the social gradient may even be stronger in contexts
outside Norway. The Norwegian health services system is mostly
government operated and is freely available to all citizens for
a minor self-share fee (maximum 240 e per year including
medical supplies). Our social services include graded benefits
for adults without employment; 1 year sickness benefit [100%
of former wage (FW)], 1 year unemployment benefit (62,4% of
FW), 3 year work clearance allowance (66% of FW), disability
benefit (66% of FW or a minimum amount), and social benefits
(cover necessities).
The limitations of this study include its retrospective design.
Thus, recall bias might have increased the risk of measurement
error (23). However, a comparison between prospective vs.
retrospective reports of ACEs did not reveal any bias in
our retrospective assessment (24). Another limitation was the
cross-sectional study design; caution should be taken regarding
potential causalities when interpreting our findings.
Policy and Practice Implications
Our study indicates that adults who think of their childhood as
difficult often experience financial and employment problems.
Adding this to our knowledge that adults with ACEs have
increased risk for various health problems (5, 25) ACEs impose
large human and economic costs on society. The relation
between childhood adversity and lifelong well-being warrants
fresh thinking on how to promote health and prevent structural
inequities. As of now, the majority of societies’ resources are
allocated to adult health care and adult social services.We suggest
that a redirection of resources toward prevention of ACEs, as
well as protection and care for children experiencing adversity,
will reduce overall human and economic costs. Moreover,
interventions focused toward restoring inequities in SES to break
intergenerational transmission of low SES and ACEs need to
be explored.
CONCLUSION
This study showed a varied distribution of ACEs across
demographic variables. In addition, a strong, consistent social
gradient was revealed, which point to the necessity of increasing
our awareness of the potential role that ACEs play in
disturbing the life opportunities of children. This awareness
should encourage political discourse to increase efforts to
disrupt intergenerational patterns, where low SES and ACEs
are transferred and upheld within families. The apparent
interconnectivity between ACEs and SES calls for a more diverse
set of preventive interventions directed toward both SES-related
struggles and toward the prevention and treatment of ACEs, for
both adults and children.
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